The global resurgence of interest in the social determinants of health provides an opportunity for determined action on unacceptable and unjust health inequalities that exist within and between countries. This paper reviews three categories of social inclusion policies: cash-transfers; free social services; and specific institutional arrangements for programme integration in six selected countries-Botswana, Mozambique, South Africa, Ethiopia, Nigeria, and Zimbabwe. The policies were appraised as part of the Social Exclusion Knowledge Network (SEKN) set up under the auspices of the World Health Organization's Commission on Social Determinants of Health. The paper highlights the development landscape in sub-Saharan Africa and presents available indicators of the scale of inequity in the six countries. A summary of the policies appraised is presented, including whether or what the impact of these policies has been on health inequalities. Crosscutting benefits include poverty alleviation, notably among vulnerable children and youths, improved economic opportunities for disadvantaged households, reduction in access barriers to social services, and improved nutrition intake. The impact of these benefits, and hence the policies, on health status can only be inferred. Among the policies reviewed, weaknesses or constraints were in design and implementation. The policy design weaknesses include targeting criteria, their enforcement and latent costs, inadequate participation of the community and failure to take the cultural context into account. A major weakness of most policies was the lack of a monitoring and evaluation system, with clear indicators that incorporate system responsiveness. The policy implementation weaknesses include uneven regional implementation with rural areas worst affected; inadequate or poor administrative and implementation capacity; insufficient resources; problems of fraud and corruption; and lack of involvement of civil servants, exacerbating implementation capacity problems. The key messages to sub-Saharan African governments include: health inequalities must be measured; social policies must be carefully designed and effectively implemented addressing the constraints identified; monitoring and evaluation systems need improvement; and participation of the community needs to be encouraged through conducive and enabling environments. There is a need for a strong movement by civil society to address health inequalities and to hold governments accountable for improved health and reduced health inequalities.
INTRODUCTION
"A child born in Africa faces more health risks than a child born in other parts of the world. Such a child has more than a 50% chance of being malnourished, a high risk of being HIV-positive at birth while malaria, diarrhoeal diseases, and acute respiratory infections account for 51% of deaths. A child born in the African region is more likely to lose his/ her mother due to complications in childbirth or HIV/AIDS while that child has a life-expectancy of just 47 years and is very likely-at least once in his/ her short life-to be affected by drought, famine, flood or civil war, or become a refugee" (1) .
Sub-Saharan Africa remains the world's poorest region with almost half of its people living on less than one dollar a day (2, 3) . Sub-Saharan Africa also bears the brunt of global health inequalities, with high levels of undernutrition, 50% of maternal and child deaths, and a high burden of infectious diseases, including HIV and AIDS, malaria, and tuberculosis (1, 3) .
The growing global interest in the social determinants of health provides an opportunity for determined action on unacceptable and unjust health inequalities that exist within and between countries (4). This paper presents a rapid appraisal of policies, programmes, or actions that have the potential to address social exclusion and reduce health inequalities in six selected countries: Botswana, Mozambique, South Africa, Ethiopia, Nigeria, and Zimbabwe. The term 'health inequalities' refers to the systematic and unfair differences in health experience or outcomes between different socioeconomic groups within or between societies or countries. The paper draws on the research conducted by the Social Exclusion Knowledge Network (SEKN), one of nine global knowledge networks, set up to support the work of the World Health Organization's (WHO's) Commission on Social Determinants of Health (CSDH).
In the first part of the paper, we use the model of social exclusion developed by the SEKN to outline the approach to, and the limitations of, the appraisal of policies. In the second section of the paper, we briefly describe the policies selected for appraisal and whether or what the impact of these policies has been on health inequalities. The factors that enable and hinder the implementation of the policies were also analyzed. The conclusion contains key messages to governments and civil society in sub-Saharan Africa on steps that can be taken to support the global goal of improving health and reducing health inequalities.
Approach to appraisal of policies
The social exclusion concept has become central to the policy and academic discourse in the European Union and Canada in the last two decades (5, 6) . However, social exclusion is a problematic concept in sub-Saharan Africa as the majority of people live in poverty. Alternative discourses of poverty, marginalization, vulnerability, and sustainable development continue to have more policy leverage and have received much critical attention. Nevertheless, the notion of social exclusion appears increasingly in African declarations on the 'developmental state' and in-country anti-poverty programmes (7) (8) (9) .
Given the contested nature of the concept, the SEKN proposed a relational understanding of social exclusion that focuses on processes driving inequalities in health and other domains of life, rather than a static approach focusing on arbitrary lists of variables or particular groups of 'excluded' people (6) . The SEKN's definition of social exclusion is given below: "Exclusion consists of dynamic, multi-dimensional processes driven by unequal power relationships. These operate along and interact across four dimensions-cultural, economic, political and social-and at different levels, including individuals, groups, households, communities, countries and global regions. Exclusionary processes contribute to health inequalities by creating a continuum of inclusion/exclusion. This continuum is characterized by an unjust distribution of resources and unequal capabilities and rights required to:
• Create the conditions necessary for entire populations to meet and exceed basic needs
• Enable participatory and cohesive social systems
• Value diversity
• Guarantee peace and human rights
• Sustain environmental systems" (6) .
A rapid appraisal of policies and actions aimed at addressing the relational processes generating social exclusion and health disadvantage was conducted in 2007 as part of the work of the SEKN (10). The appraisal included policies or actions by international agencies, national and local governments, and non-governmental organizations (NGOs), in addressing exclusionary practices. The appraisal complemented other SEKN work strands in sub-Saharan Africa, which included a literature review on social exclusion and proxy concepts of marginalization, vulnerability, and poverty and the associations between exclusionary processes and health disadvantage, key-informant interviews, and a South African country case study. The research ethics committee of the South African Human Sciences Research Council approved the country case study protocol.
The initial intention was to include only those policies with an explicit focus on, or mention of, social exclusion/inclusion. However, globally, and particularly in sub-Saharan Africa, few (if any) policies and actions are explicitly described as addressing social exclusion. The above SEKN's definition of social exclusion was used for guiding the inclusion of policies or actions (6) . Other selection criteria included: policies that reflect diverse country experiences from Southern, East and West Africa; availability of relevant documentation; and potential for comparative analysis across the SEKN regions.
Given the time constraints, the policies and actions selected in countries other than South Africa and Mozambique were evaluated through a literature review. In South Africa and Mozambique, the appraisal of the policies was complemented by indepth key-informant interviews and the authors' personal knowledge of these countries. The appraisal used a standard framework that sought to:
• describe the policy or action and the country context in which it was being introduced; the intention or objectives of the policy and the target population or beneficiaries;
• determine the factors that supported or constrained the development and/or implementation of the policy/action; and
• review evidence of the intended or unintended impact of the policy/action on social exclusion/inclusion and, if available, on population health/health inequalities.
The policies and actions presented are neither representative nor exhaustive of all potentiallyrelevant actions in sub-Saharan Africa. Nevertheless, the appraisal of the policies provides important insights and contributes to the global debates and imperative to find solutions to unacceptable health inequalities. Table 1 shows trends in the human development index (HDI) and other key indicators for the six countries that constitute the focus of the appraisal of the policies (3).
SOCIAL INCLUSION POLICIES AND HEALTH INEQUALITIES: REMEDY OR PARADOX?
The Gini index illustrates the huge income inequalities in Botswana and South Africa compared to Ethiopia, with the lowest per-capita income of the six countries (3). It has been argued that subSaharan Africa, despite the low levels of per-capita income, is one of the most unequal regions in the world (11) . Non-income dimensions of inequalities also differ markedly by gender and between rural and urban areas (11) . Available information for Ethiopia, Nigeria, South Africa, and Zimbabwe shows stark differences in maternal and childhealth indicators between the poorest 20% and the richest 20% of the population (3).
The policies appraised in the six countries are shown in Table 2 and fall into three broad categories: cash-transfers, i.e. money given to certain groups/beneficiaries that meet certain eligibility criteria (12) (13) (14) ; free social services, i.e. free at the point of contact (15) (16) (17) ; and specific programmes or institutional arrangements to ensure programme integration and improved effectiveness of policy outcomes or implementation (18) (19) (20) .
Cash-transfers
Cash-transfer programmes are not a new form of social assistance in sub-Saharan Africa but unlike in Latin America where conditional programmes have been widely described (21) (22) (23) , the programmes in Ethiopia, Mozambique, and South Africa are unconditional, albeit means-tested and dependent on meeting eligibility criteria.
The Productive Safety Net Programme (PSNP) of Ethiopia consists of direct support, i.e. grants to households that are labour-poor and cannot undertake public works, and grants to households whose adults participate in public works projects (12, 24) . Beneficiaries include orphans, pregnant and lactating mothers, elderly households, and other labour-poor, high-risk households with sick individuals, such as people living with HIV and AIDS, and the majority of female-headed households with young children (12, 24) . In Ethiopia, reviews of PSNP implementation have shown that several positive changes have taken place in the study areas in terms of nutrition, attitudes, and risk-taking behaviour (25, 26) . Beneficiaries are reportedly eating better-quality and more food and no longer sell food to pay for short-term household needs, such as medicines or school-fees (25, 26) . Cash-transfers have also enabled more investment in household livelihood activities and enhanced asset-building in targeted communities (26) .
In Mozambique, the cash-transfer programme, also known as a 'food subsidy', is a monthly cash-transfer to extremely poor citizens to ease the combined negative effects of war, natural disasters, and the structural adjustment programme (13) . The grant targets women-headed households with five or more children and no other person of working age living in the same household, persons with disabilities, elderly persons, children under difficult conditions, such as orphans, street children, victims of natural disasters, and persons 'socially excluded' (9) . Studies have demonstrated the rapid growth in numbers of urban beneficiaries and the programme effectiveness in reaching the majority of those targeted (27) (28) (29) . The cash-transfer programme has also contributed to poverty reduction among urban beneficiaries (27, 28) . However, rural coverage remains poor, and the impact of the programme is unknown.
The South African child support grant (CSG) is an example of a means-tested unconditional social assistance transfer that targets children aged less than 14 years and consists of a monthly grant payable to a primary care giver who is a South African citizen, is a resident in South Africa, and who meets the eligibility criteria (14) . More than seven million children benefit from the South African CSG (30) . Studies have demonstrated the effectiveness of the grants in addressing the needs of vulnerable children and in reducing poverty. The estimated impact on child poverty in South Africa is significant, with the percentage of children in poverty falling from 43% to 34% and the percentage of children living in ultra-poverty falling from 13% to 4% (31) . The grants also contribute to social cohesion and have a positive impact on the economic opportunities of households (32) . Households that receive social grants are more likely to send young children to school, provide better nutrition for children, and have members looking for work more intensively, extensively, and successfully than workers in comparable households without social grants (33) .
However, the extent to which these cash-transfer programmes impact on health and well-being in sub-Saharan Africa has been inferred and not measured directly. (15) . The country has experienced a 20-percent increase in enrollment in primary school, which may reflect the abolition of primary schoolfees (34).
In South Africa, free healthcare refers to health services that are rendered free at the point of contact at public-sector clinics, community health centres, and hospitals (16) . The policy, implemented in 1994, remains in force. Free healthcare services include all primary healthcare services at clinics and health centres. It also includes free hospital services to children aged less than 14 years, pregnant women, pensioners, persons receiving social grants, and the formally unemployed; tuberculosis services; HIV voluntary counselling and testing; prevention of mother-to-child transmission of HIV; cervical screening at primary healthcare services; and medico-legal services for survivors of sexual assault and people with disabilities.
Pregnant women and children covered by private medical insurance and/or living in households with an income of more than 100,000 South African Rands (about US$ 10,000) per year are not eligible for free healthcare.
A formal evaluation of the South African free healthcare policy found that the policy has been effective in removing financial access barriers, especially for rural people, informal settlements, and on white-owned farms (35) . The free healthcare policy has resulted in increased service-use, particularly for preventive services, such as family planning and antenatal care (36 The BEAM has assisted nearly one million vulnerable pupils, representing 27% of school enrollment (17) . Communities participated in the selection of BEAM beneficiaries through school selection communities, and the list of selected students was published, thereby enhancing transparency and accountability (17) .
This appraisal shows an association between free social service policies and increased service-use. Free healthcare policies have been effective in removing some access barriers but have not had a detectable impact on health status. Although there is generally an inverse relationship between the education level and the burden of infectious diseases, the broader policy impact of free education on health status or health inequities is not known.
INSTITUTIONAL ARRANGEMENTS TO MAXIMIZE POLICY IMPACT
In response to high rates of teenage pregnancy in Botswana and the legislative requirement that pregnant girls withdraw from school upon knowledge of the pregnancy, Diphalana was conceived as an integrated programme to address school-girl pregnancy across health, education, and social welfare and to reduce social exclusion suffered by teenage mothers (37) . The project that started in 1996, was intended to: provide uninterrupted basic education for targeted girls by helping to reduce first and repeated pregnancies; ensure that students who do become pregnant complete school; and improve the scholastic performance of teenage mothers (19, 37) .
Diphalana was only implemented at a pilot school (19) . Pregnant girls were allowed to remain at the pilot school until late in their pregnancy and return to the same school soon after the end of pregnancy. There was a reduction in the number of teenage pregnancies at the pilot school, and most girls returned to the school after the end of their pregnancy. Their achievement was approximately at the level they would have attained without their pregnancy leave (38) .
The Bana Pele programme, meaning 'children first', was conceptualized as a pro-poor, comprehensive and integrated package of free services aimed at vulnerable children in Gauteng province, South Africa and commenced in 2005 (18) . Through this initiative, the provincial government intends to give practical effect to the constitutional rights of children to education, adequate nutrition, shelter, peace, good health, and protection from poverty and disease (18) . It includes access to the CSG, free primary healthcare services at clinics and hospitals, free school-uniforms, exemptions from school-fees, the school feeding scheme, and scholar transport (18) . The Bana Pele programme reported almost two million beneficiaries, and improved access to CSGs, free health services, free school-uniforms, exemptions of school-fees, the school feeding scheme, and scholar transport (18) . At the time of appraisal, a formal impact assessment of the programme had not been done.
The National Poverty Eradication Programme (NAPEP) of Nigeria is a coordination facility to ensure that the core poverty-eradication ministries are effective (20) . It commenced in 2002 with the overall aim of spearheading the Government's ambitious programme for eradicating absolute poverty in Nigeria. Absolute poverty was defined as a condition in which a person or a group of persons is unable to satisfy their most basic requirements for survival in terms of food, clothing, shelter, health, transport, education, and recreation. The NAPEP in Nigeria was successful in establishing nationwide structures, and thousands of young people have benefited from training and from the mandatory attachment programme (20) . Its emphasis on infrastructure development and social services programmes was also welcomed (20, 39) . Table 3 summarizes results of appraisal of the policies and potential impact on health.
In returning to our section heading of whether social inclusion policies are a remedy for health inequalities or a paradox, we conclude that the policies appraised have yielded some positive results. These include improved coverage, improved nutrition intake, poverty alleviation among the beneficiaries, increased service-use, and improved household economic opportunities. However, monitoring systems for most policies are either weak or non-existent; indicators are poorly defined and often neglect to measure system responsiveness; there is often no baseline information on health inequalities within countries; the policies have not been in existence for a long period, and the impact of many policies has not been formally evaluated. Hence, there is insufficient evidence to conclude on whether and/or what the impact of the policies has been on health inequalities.
GOOD POLICIES, WEAK IMPLEMENTATION?

Cash-transfers
In Ethiopia, challenges of implementation associated with cash-transfer programmes include the targeting criteria; inappropriate guidelines on the direct support and public works programme; insufficient participation of the community, particularly of women; inadequate monitoring; and a weak mechanism of rapid response (25, 26) .
In Mozambique, challenges of implementation include uneven regional implementation and administrative capacity; 'leakage' to the non-poor; substantial latent costs of enforcing means-testing; lax enforcement of some eligibility criteria; and poor rural coverage (28, 29) .
In South Africa, the implementation and administration of social grants was devolved initially to the provinces. A government review identified a number of problems, including provincial inequities, fraud, delays in approving grant applications, and difficulties in accessing payment (33) . Consequently, in 2004, the South African Social Security Agency was established to implement and administer social grants (33) . Research to examine the allegations that the grants have perverse incentives, one of which is to encourage women and especially teenagers to have more children, has been inconclusive (40) .
Free social services
In Mozambique, the impact of the abolition of primary school-fees has not been formally evaluated. Retention of pupils also depends on the ability of households to meet additional expenses to cover school supplies, uniforms, and textbooks, or an increase in public expenditure to cover these expenses. Global education monitoring reports have noted the inequitable public-education spending in Mozambique, both geographically and among income groups, with the poorest 50% benefiting from only 35% of upper primary spending and only 19% of post-primary spending (34) .
In South Africa, the general feeling among publichealth professionals towards free healthcare policy was negative, and they were of the opinion that free healthcare had aggravated existing health service problems, such as poor working conditions, a shortage of medicines, overcrowding, and poor staff morale (35) . They were also dissatisfied due to inadequate consultation with them regarding policy (35) . A 2005 study that explored experiences of primary healthcare nurses in providing free healthcare services found that nurses felt that they were unable to provide adequate services due to increased workload and that there was misuse of services, exacerbated by lack of physical security at clinics (41) . Barriers to accessing free healthcare also included long waitingtimes, unavailability of medicines, and rude and unsympathetic health workers (16) .
Weakness of the Zimbabwean BEAM programme includes policy design, i.e. the policy content and guidelines. Children cannot be sponsored or supported at mid-year; particularly when school-fees increase drastically; and there is problematic targeting and selection of children (17) .
Institutional arrangements
The Diphalana programme in Botswana was only partially implemented and was seen as a donordriven initiative, with insufficient buy-in from the Ministry of Education and the local community. Cultural context was not taken into account in the design and implementation of the programme. Senior ministry staff raised doubts regarding sustainability and upscaling of the Diphalana and expected the community to keep it going. Members of the community, on the other hand, saw the pilot as a donor-sponsored activity (37) .
Challenges of implementation of the Bana Pele programme include a lack of capacity, insufficient resources, and the duplication of efforts. The intention of the programme was to develop a uniform electronic information system that would enable seamless referral across social sector departments (social assistance, education, and health). However, it remains a paper-based information system. The hospitals have not been well-integrated into the referral system, creating many missed opportunities for referrals and for ensuring a safety-net for vulnerable children (42) .
In Nigeria, it has been argued that, while the NAPEP is a good initiative, poor management of human and natural resources, bad governance, corruption over many years, and a huge external debt have worsened poverty in the country (20, 39) . Other challenges include insufficient participation of the community and lack of awareness about the programme among illiterate people (20, 39) .
CONCLUSION
In this paper, we have highlighted the overall development challenges in sub-Saharan Africa and have presented a rapid appraisal of policies, such as cash-transfers, free social services, and institutional arrangements, to ensure integration and improved effectiveness of policy implementation or outcomes. Cross-cutting policy benefits include reduction in financial access barriers to social services (health and education); improved nutrition intake (cash-transfers); poverty alleviation among vulnerable groups, i.e. children, youths, and the rural poor; and improved household economic opportunities. The positive impact of these policies on health status can only be inferred and more research is needed to establish this evidence.
Policy weaknesses or constraints are in their design and implementation. The policy design weaknesses include the targeting criteria, their enforcement, and latent costs (Ethiopia, Mozambique, and Zimbabwe); inadequate participation of the community (Ethiopia and Nigeria); unintended consequences, such as geographical inequity and civil servant resistance (Botswana, Mozambique, Nigeria, and South Africa); and failure to take cultural issues into account (Botswana and Ethiopia). A major weakness of most policies was the lack of a monitoring and evaluation system, with clear indicators that incorporate system responsiveness.
The policy implementation weaknesses include uneven regional implementation with rural areas worst affected (Mozambique, South Africa, and Nigeria); inadequate or poor administrative and implementation capacity (Mozambique, Nigeria, and South Africa); insufficient resources (Mozambique and South Africa); and leakage to the non-poor; problems of fraud, corruption and lack of involvement of civil servants, and exacerbating implementation capacity problems (Mozambique, Nigeria, and South Africa).
Based on the insights gleaned from the appraisal of policies, our following recommendations are directed at sub-Saharan Africa governments and civil society.
Sub-Saharan Africa governments should:
• recognize the importance of health inequalities at the country level and begin a process to measure these as there is a dearth of information on health inequalities within countries.
• pay attention to social policy design: governments should recognize that policies outside the health sector have a major impact on health outcomes and inequalities. While all policies and actions should be located within a universal, human rights framework, those based on targeting of particular groups should involve communities in decision-making. The administrative capacity and resources required to enforce the eligibility criteria of the policies/action and an appropriate system of monitoring and evaluation must be in place.
• ensure that the conditions are in place for effective implementation of the policy: The appraisal has highlighted the need to build strong public service systems that guarantee universal access to social services, e.g. healthcare, education, and social protection. Such public services must empower and support the most vulnerable, e.g. children and women, and build an ethos where civil servants (or the implementers) are involved in policy design and are encouraged to take pride in implementation and their contribution to improvements of health outcomes.
• strengthen the monitoring and evaluation systems: ensure that baseline indicators are measured, identify outcome, and impact indicators upfront and ensure that resources are in place to implement the monitoring and evaluation system. Any monitoring and evaluation system must include information and indicators to measure the impact of policies on health and well-being and incorporate the experiences and voices of beneficiaries and communities together with system responsiveness.
• facilitate the involvement of civil society and create and maintain conditions that enable civil society action and ensure that resources are allocated to allow for genuine participation of the community.
Civil Society should:
• prioritize the reduction of health inequalities in their programme of action in sub-Saharan Africa. Social movements and community actions have been and can be major forces in developing and implementing innovative action for reduction in health inequalities.
• monitor health inequalities and hold governments accountable for commitments made to improve health and reduce health inequalities.
There are encouraging developments in sub-Saharan Africa with governments' commitment to respond to the health challenges facing Africa. These together with the CSDH have set the global stage for determined action to improve global health and reduce unacceptable health inequalities.
